Nursing staff (nurses and nursing assistants) taking care of a DoC patient was asked to fill in a form at the end of their shift containing a scale called "DoC-feeling". DoCfeeling was designed as a 100 mm visual analog scale aiming at quantifying the best patient's consciousness level observed during the shift. We specifically asked caregivers to rate their "gut feeling" about the best level of consciousness observed during the shift or the "présence" (presence), using the French idiom "le patient estil là?" which is very close to the English one "Is there anybody home?" (Figure 1 and S1). This wording reproduced the commonly used language to communicate observations relative to consciousness level of a patient among caregivers. Individual DoC-feeling ratings were collected prospectively. Caregivers were blinded to the previous caregivers' ratings and to the reference standard (the CRS-R) and expert physicians were blinded to the index test.
In order to obtain a final global metric, for each patient, all ratings were pooled using the median to obtain the DoC-feeling score that constituted the index test of this study.
Demographics, aetiology and time from the acute brain injury were collected. In addition to CRS-R and DoC-feeling ratings, we also collected complementary metrics (such as the classical distinction between wakefulness and awareness, interaction during nursing and/or painful care) using the same VAS approach (see supplementary material) as well as the best FOUR-score observed during each shift [16].
S t a t i s t i c s
Our primary objective was to evaluate the diagnostic accuracy of the index test called "DoC-feeling score" to detect the target condition (MCS) as defined by the standard reference (best CRS-R).
First, to evaluate the association of individual DoC-feeling ratings with the standard reference, we computed a linear mixed model (LMM) using DoC-feeling individual ratings as the dependent variable, the state of consciousness as the fixed effect explanatory variable and patients as well as raters as random effects. LMM provides the optimal approach in order to consider the non-independence between DoC-feeling ratings due to the repeated measurements over time at both the patient level (same patient rated by several raters) and the rater level (several ratings by rater).
We next pooled the individual ratings obtained for each patient using the median to obtain the DoC-feeling score (index test). We thus obtained a DoC-feeling score as well as a reference standard label (UWS or MCS) for each patient. We did a direct comparison of the scores between the two populations using a Seventy-two patients were eligible during the inclusion period, 23 were not included because of a lack of informed consent from a legal representative. Two patients were excluded because they had been diagnosed as conscious ("Exit-MCS"). Forty-seven patients were included in the analysis (see Figure 2 ). Median age was 49 years and 50% (n=36) were women. Main aetiologies of brain injury included anoxia (53%) and traumatic brain injury (17%). Delay between acute brain injury (ABI) and
the evaluation was 134 [40-762] days (see Table 1 ). Quantifying expertise that is not restricted to physicians is of prime interest.
Capitalizing on assessments of consciousness gathered at any hour of the day and through multiple observers may also potentially increases our ability to detect signs of consciousness in these patients who usually show large fluctuations of cognitive state and of arousal. This tool may also help to better describe and quantify these fluctuations. Additionally it also enables to acknowledge the caregiver group expertise and to increase care team attention through a coherent and cumulative set of observational data.
The good accuracy of DoC-feeling obtained in our setting is likely to be generalizable elsewhere. Firsts, as the distribution of CRS-R scores obtained in this cohort spanned most of the possible CRS-R scores, it is unlikely that the accuracy of DoC-feeling was simply a result of two easily discernible patients' clusters. Second, as all the patients included in this study, either in an acute or a chronic stage, were specifically referred to our institution to assess their level of consciousness, it is most likely that our cohort was actually representative of patient for whom the diagnosis was not trivial.
Our study presents some limitations inherent to the aim of developing a pragmatic and easily implementable tool in daily clinical practice. First, in addition to their clinical observations, caregivers might have been influenced by other factors that would have been very difficult to control. For instance, caregivers might have been influenced by insights from other caregivers. However, the variability of individual ratings for a given patient (that tended to increase over time, see supplementary material) suggests that caregivers did report their own perception independently from each other.
Moreover, interaction in small groups could have actually had a positive effect since pools of small groups insights' have been shown to outperform the overall judgment of the group (effect known as wisdom of the crowds
). This kind of tool might be less prone to individual subjective bias that can be observed during decision making under high degree of uncertainty such as assessment of DoC patients [22] . Caregivers could have also been biased by the perception of patients' relatives, although it is commonly acknowledged that relatives frequently lack objectivity (in both direction)
in such dramatic situations [12] . Caregivers' judgments could have been biased by classical predictors of consciousness recovery such as aetiology or delay from ABI.
Finally, although the number of involved float staff members and the result of a preliminary survey assessing prior knowledge of regular nursing staff on DoC (supplementary material) suggest together that DoC-feeling should be accurate in other settings, the monocentric design of this study requests external validation.
Despite these limitations, we think that the implementation of DoC-feeling score can significantly improve diagnostic accuracy and confidence in the diagnosis when supporting other metrics (i.e., CRS-R and brain imagery). Moreover, when incongruent with other metrics, DoC-feeling score could also be useful. Indeed, this could either suggest that clinical elements have been missed by physician while performing punctual CRS-R assessments but it could also reveal, in case of discrepancy with all the other markers (clinical and brain imagery), a possible misperception of patient's consciousness level that need to be acknowledged and, considered in medical decisions. This last point could be crucial in bridging the gap between the caregiver's team and the patient's relatives in situations of conflict.
In conclusion we propose a new diagnostic tool called DoC-feeling that can help in improving the diagnostic accuracy of MCS and thus, promote better prognostic decisions for DoC patients alongside other clinical and brain imagery tools. 
